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MISSOURI DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH AT, B
10463

DEPARTMENT OF FUBLIC HEALTH AND wzur3118 ']‘QO

DO NOT WRITE AMENDED Registration Diatriet No, oaen S2 T2 30 Primary Registration Disiric Registrar's No. i

ON THIS STUB FIRETy gLl 17 3003
l. PLACE OF DEATR =~ ¢ YV OJ 7. USUAL RESIDENCE (Where deceased (ived. I institulion: Residence before

a. COUNTY a. STATE /t? 0 b, COUNTY sdmiasion)

b. C(I;!Y (If outside cogpoarge limit, ive TOWNSHIP anly} Length of stay in 1b ¢. CITY . Inside Limits
OR
TOWN j;_’ . TOWN _5/-‘ ya gors Yes @ No 1

<. I;‘Llct.éptheo? { ROT in #owual give M_.onl inside Limits d. “35%%?5 s é cutside, give locaiion) Reside on Farm
INSTITUTION C, f" Ha S/ 7‘ / Yer [ No [ ‘372, 2 e:, ¥a /“V't Yes [1 No [
L4 L4
. NAME OF DECEASED Firsr Middle Last 4. DATE Month Day Year

Geeereol  TULIANNA BRALOSKI oian _ Oet £/l >

5. SEX 6. COLOR OR RACE 7. Married [1 Never Married [] |8, DATE OF BIRTH | ¥- AGE [last birthday) | IF UNDER ) YEAR " IF UNDER 24 HR

/c. ervia lc ﬂ’ 20 e Widowed g Divorced [1 6 A (6’?5\ ..7-o Months | Days l Heurs ] Mhin.

10a. USUAL CCCUPATION (Giva kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and slate or country) | 12. CITIZEN OF WHAT COUNTRY

e e sk T\ Ouwn Aome Avstria w. S A.
AME

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME USBAND QR WIFE

o
John 7aschler Mary irchen meier ecea sed,
15. WAS DECEASED EVER IN U.5. ARMED FORCES; 14 Fearfan cootiniry Ny]? INFORMANT Address

{Yes, nN unknown)l {If yes, giva war or datey g 'I ”a FVIJ(A Man - _3 ?vﬁl G;\- ’_

18. CAUSE OF DEATH [Enter only one cause per line for (2}, (b} and [c}. INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: . . , , ONSET AND DEATH

IMMEDIATE CAUSE (s} _\ g, 0000

STATE FILE NUMBER

V5 300
Rev. 4/ 59

v TR TE AMENDED

DOCUMENT

Conditions, if any, OUE TO (b)
which gave rise to
sbove canve  (a),
staling the undar-
lying <tuse lasr. DUE 1O ()

PART I1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING YO DEATH but not selated 10 the terminsl PART 11l. 1f deceased was female wes
disease condition givan in PART | (a) there a pregnanty in last 20 days.

ID Yes | aﬂﬂrl [ Unknown

. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMDICI.DE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART )1 of item 18.)
O O

PERFQRMED?
YES[J) NC(J

TTIME OF Houl  Month, Day, Year |
INJURY a.m,
p.m.

. INJURY QCCURRED 20e. PLACE OF INJURY [e.g., 'n or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY

WHILE AT WORK [J farm, fatlory, street, office bidg., atc.)
NOT WHILE AT WORK []

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

har li
21. | attended the deceased fro and last saw iy slive on
m on the date stated above, and 1o the best of my knowledge, from the causes stated.

22s. SIGNATURE {Degree or tifle) 22b. ADDRESS 22c. DATE SIGNED

o 00ns LT fre, /3d4 (e o -¢-23

230, BURTAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR GREMATORY 23d. L1OCATIGN (City, tawn, or county] {State)
Pl ] e/c

gsmovu (spacify} J0-(1-1943 d/l/aﬁ‘ Ao s

24. FENERAL DII;?‘O:“&/ "_Sm - 'A‘DED:E‘S; & 9',‘ 14%—66TE RéCD Big%? REG.

fLitensed Embalmer's Statement on Reverss Side}

Desth occurred  at.

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this cenificale was embalmed by me,

or by Student Embalmer No.___

working under my Persoﬁal'supervision. W V%&
Student Signed /f

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




